Eight to 38% of patients do not return to work after myocardial infarction though many of them seem physically capable of resuming employment.' The cost of myocardial infarction is high and is mainly the result of vocational disability. In the 1970s and 1980s many studies were designed to test the premise that rehabilitation after infarction improves the patient's psychological state and exercise capacity and reduces mortality. Cardiac rehabilitation is defined as a process by which patients with cardiac disease are restored to their optimal physical, medical, psychological, social, emotional, vocational, and economic status. 2 Exercise capacity Exercise capacity after myocardial infarction is impaired by the reduced response of cardiac output to exercise and the deconditioning effect of bed rest and physical inactivity. Some randomised and controlled studies have examined whether rehabilitation improves physical work capacity more than would be expected to occur spontaneously. '7 The contradictory results probably relate to differences in exercise training programmes, the role of non-exercise treatment such as counselling, time of enrolment after infarction, and differences in the patient populations studied. Overall analysis of available data suggests that supervised physical exercise can be expected to increase a patient's maximal exercise capacity after infarction by an average of 15-25% over that which would occur spontaneously. 8 Many, predominantly sedentary patients, without complications whose recreational and occupational activities are of low intensity resume their former activities without participating in a formal cardiac rehabilitation progamme. It is unclear, however, which patients are most likely to benefit. Hammond et al reported that the best predictor of improvement in exercise performance at one year was a low initial exercise capacity. 23 Significantly lower pooled odds ratios-0-75 and 0 78 respectively-were reported. However, pooling of data in these studies might be inappropriate. There were differences in patient populations, mortality, and exercise programmes between studies. Given the presumed pathogenetic mechanisms involved in altering the atherosclerotic process it is unlikely that relatively short term programmes of exercise, for example less than four or five years, would substantially alter mortality and morbidity in patients with coronary artery disease. Perhaps a longer habitual increase in physical activity after infarction could reduce morbidity and mortality, as has been shown in certain long term studies of healthy people or in men originally at high risk from coronary disease as predicted by high concentrations of cholesterol, high blood pressure, or cigarette smoking.
Such an assertion, however, currently cannot be supported by the existing data and must remain hypothetical.
Risk factor modification When Kallio et al used a multifactorial intervention they found substantial changes in risk factors in their special intervention group.-9 Other studies (not multifactorial but typically exercise only) showed less impressive or no changes in risk factors. On the basis of these studies an exercise programme alone seems unlikely to produce better risk factor outcomes when applied to unselected patients after myocardial infarction.
Conclusions
The analysis of the effects of cardiac rehabilitation is hampered by the heterogeneity of the patients studied.
Formal exercise programmes are probably not justified for all patients. Certain patient subgroups may benefit, for example those with a low exercise capacity or chronic exercise limitation caused by severely depressed left ventricular function. The major beneficial effect of rehabilitation programmes may be associated with the reassurance provided by close contact with paramedical staff. Further trials are required to evaluate which components of the rehabilitation programme benefit the individual patient. 
